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ABSTRACT
The purpose of this study was to determine for adults with aphasia the relationship
between scores on the Western Aphasia Battery (WAB) and ratings on the American
Speech-Language-Hearing Association Functional Assessment of Communication Skids
for Adults (ASHA FACS).
Sixteen subjects who had previously incurred a left cerebral vascular accident
participated in this study including seven adults with nonfluent aphasia and nine adults
with fluent aphasia. Each subject was administered the WAB and rated on the ASHA
FACS within a two week period in 1997. Subjects ranged in jage from 60 to 91 years with
a mean age of 78.44 years.
Data consisted of scores for each subject on the WAB and the FACS. WAB
subtests included Spontaneous Speech, Auditory Comprehension, Naming, and
Repetition. The WAB Aphasia Quotient was also calculated for each subject. The
domains on the FACS included Social Communication, Communication of Basic Needs,
Reading/Writing/Number Concepts, and Daily Planning. The Overall Communication
Independence Mean Score (OC1MS) was also calculated for each subject uoon completion
of the FACS. The data were analyzed using the Pearson Product Moment Correlation
Analyses. Ten analyses of variance were performed to determine if any significant
differences existed between individuals with nonfluent aphasia as compared to individuals
with fluent aphasia for their scores on the WAB and their ratings on the FACS.
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Based on the results of this study, it was found that individuals with nonfluent
aphasia and individuals with iluent aphasia differed significantly in their scores only for the
spontaneous speech subtest on the WAB. Adults with fluent aphasia consistently
displayed numerically higher mean scores for every subtest of the WAB and domain of the
ASHA FACS than those subjects with nonfluent aphasia. Scores for individuals with
nonfluent aphasia on the FACS domains of Social Communication, Daily Planning, and the
Overall Communication Independence Score (OC1MS) are strong indicators of language
comprehension and production as well as overall language impairment as measured by the
WAB on the subtests of Spontaneous Speech, Auditory Comprehension, Repetition,
Naming, and the Aphasia Quotient (AQ). Scores for individuals with fluent aphasia on the
FACS domains of Social Communication, Communication of Basic Needs,
Reading/Writing/Number Concepts, and Daily Planning as well as the OCIMS are strong
indicators of language comprehension and production as measured by the WAB on all
subtests as well as the AQ. The OCIMS generated on the FACS is strongly related to and
is a good predictor of level of language impairment as measured by the AQ on the WAB
for both subject groups in this study.
The ASHA FACS is an effective tool for measuring the level of functional
communication independence when it is used for adults with aphasia and rated by a
speech-language pathologist. Although the authors of the FACS did not claim to
measure language competencies in individuals with aphasia, the findings of this study
indicate that the FACS does, indeed, assess some of those same language competencies
assessed by the WAB and found to be important to functional communication.

viii

CHAPTER ONE
INTRODUCTION
Aphasia is an acquired impairment of language processing due to a neurological
insult. The insult resulting in impairment is typically sudden in onset and is a result of a
cerebral vascular accident (Eisenson, 1984). The first step in the development o f a
language rehabilitation program for the patient with aphasia is assessment. The
assessment of aphasia provides information enabling the speech-language pathologist to
provide: a differential diagnosis, a prognosis for language recovery, a treatment plan, and
a schema for progress evaluation (Tikofsky, ! 984).
Tikofsky (1984) provided an overview of the standardized tests that are generally
used to assess aphasia. These include: the Boston Diagnostic Aphasia Examination
(BDAE) (Goodglass & Kaplan, 1983), the Minnesota Test for Differential Diagnosis of
Aphasia (MTDDA) (Schuell, 1965), the Porch Index of Communicative Ability (PICA)
(Porch, 1971), and the Western Aphasia Battery (WAB) (Kertesz, 1982). All of these
instruments assess language in the four modalities of reading, writing, speaking, and
listening. Recently there has evolved a growing interest in measuring the pragmatic
communication skills in adults with aphasia along with gauging within, patient changes in
functional communication (Lomas, Pickard, Bester, Elbard, Finlayson, & Zoghaib, 1989).
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Functional communication may be defined as “the ability to receive or convey a
message, regardless of the mode, to communicate effectively and independently in natural
environments’' (Frattali, Thomson, Holland, Wohl, & Ferketic, 1995, p. 12). Natural
environments may include places such as the home, the grocery store, the gas station, and
the library. A natural environment may be any situation encountered by an individual
during their daily life activities. According to Lomas et al., existing instruments used to
measure functional communication in individuals with aphasia such as the Functional
Communication Profile (Samo, 1969), The Speech Questionnaire (Lincoln, 1982), and
Communicative Abilities in Daily Living (Holland, 1980) are unsatisfactory for a variety of
reasons. Some of these reasons include: the documentation of their psychometric
properties is incomplete; there is poor correlation between test scores and the
observation of nonverbal commi nication; administration and scoring are difficult; and
tests have not shown sensitivity to functionally important change over time. It is for these
reasons as well as the wave of health care accountability that the American SpeechLanguage-Hearing Association (ASHA) was prompted to seek funding for a project to
develop a functional measure specific for communication. In 1992, a grant was awarded
to develop and validate the ASHA Functional Assessment of Communication Skills for
Adults fASHA FACS) (Frattali et al., 1995).
Statement of Problem
Standardized test scores for linguistic performance and functional assessment
scores for communication may be positively or negatively correlated or show no
relationship. The purpose of this study is to determine the relationship between scores on
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the WAB (Kertesz, 1982) and ratings on the ASHA FACS (Frattali et al., 1995) for
adults with aphasia.
Review of Literature
Aphasia is defined by Davis (1983) as “an acquired impairment of language
processes underlying receptive and expressive modalities, that is caused by damage to
areas of the brain which are primarily responsible for the language functions” (p 1). The
left hemisphere of the brain contains areas that are primarily responsible for language.
Davis (1983) cited the following neuropathologies as capable of singling out these areas:
stroke or dismption of the blood supply to the brain, tumor, and head injury. The
individual with aphasia has a reduced ability to derive meaning from language as well as a
reduced ability to express ideas with language. Aphasia is an impairment of language
processing that affects the modalities of listening, reading , writing, and speaking.
There are many different classification systems for aphasia (Darley, 1982). One o f
these systems divides aphasia into the categories of nonfluent or fluent. Nonfluent aphasia
occurs as a result of an anterior lesion in the left hemisphere causing the flow o f speech to
be impaired at the levels of speech initiation, retrieval and sequencing of articulatory
movements, and production o f grammatical sequences (Goodglass & Kaplan, 1983).
Fluent aphasia is caused by lesions in the posterior portion of the left hemisphere.
According to Dams (1983), symptoms of fluent aphasia include circumlocutions,
paraphasias, and jargon. A circumlocution occurs when there is word retrieval failure
causing an individual to talk around the word by giving descriptions, definitions, and
possibly sound effects (Davis, 1983). For example, an individual may say “you talk into
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it...you have to dial it....it rings and you pick it up” when unable to retrieve the word
‘telephone.’ A paraphasia is an incorrect word substituted for an intended word. Verbal
paraphasias, one major category of paraphasias, occur when the incorrect word and
intended word bear a semantic relationship (Davis, 1983). For example, an individual may
say “my sister” instead of “my brother.” A phonemic paraphasia involves the substitution,
rearrangement, or addition of speech sounds in the word that allows the paraphasia to
sound like the target word (Davis, 1983). For example, an individual may say the word
“bite” instead of the word “bike.” Jargon is defined by Davis (1983) as a nonsensical and
fluently articulated utterance. It is often referred to informally as jibberish. An example
may be an utterance such as, “I piked on the bank fluff into white...”
The language of an individual with aphasia may include some or all of the
following symptoms: verbal and phonemic paraphasias, neologisms, agrammatism, jargon,
and verbal stereotypes (Davis, 1983). A neologism is “a fluently spoken word form
which cannot be identified as having come from the patients language or from any other
language” (Davis, 1983). For example, a patient may refer to a fork as a “planker.”
Agrammatism occurs when an utterance is produced containing content words (nouns and
verbs) and omitting function words (articles and prepositions). An agrammatical utterance
may be described as “telegraphic” (Davis, 1983). An example of agrammatism may be an
utterance such as, “Sit chair...talk me.” Verbal stereotypes are produced involuntarily and
may be described as a very restricted form of expression used repeatedly by an individual
with aphasia as though it were the only expression available(Davis, 1983). Asking title
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individual several different questions (What is your name? Where do you live?) to have
them reply only with !'yes” is an illustration of a verbal stereotype.
There are several purposes of aphasia assessment. The purposes include:
providing a differential diagnosis, determining the type and severity of aphasia,
determining a therapy pian, and determining a prognosis (Brookshire, 1992). Sources of
information utilized in the assessment are the individual’s personal history, medical history,
and behavioral observations or test performance.
The personal history includes educational and occupational background,
recreational interests, premorbid personality and family structure and history. Medical
history' and current medical information includes results of the neurological examination,
laboratory tests, nurses notes, doctor’s orders, and doctor’s progress notes. This
information aids in problem identification and prognosis. Observation of behavior and
formal testing data provides tne basis of a treatment plan (Davis, 1983).
According to Skenes and McCauley (1985), speech-language pathologists utilize
four types of aphasia assessment. These arc screening, diagnostic assessment, assessment
for counseling and rehabilitation, and progress evaluation. No matter the assessment type,
the formal test used must be both valid and reliable.
Validity may be defined as the degree to which a test measures what it is supposed
to measure; validity is evaluated in terms of purpose. There are several types of validity;
content, construct, concurrent, and predictive. Content validity is the degree to which a
test measures an intended content area (Gay, 1996).

A test with good content validity

adequately samples the appropriate content area. Construct validity is the degree to which
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a test measures an intended hypothetical construct (i.e. intelligence), or nonobservable
trait, which explaines behavior. Concurrent validity is defined as the degree to which the
scores on a test are related to the scores on another, already established test administered
at the same time, or to some other valid criterion available at the same time (Gay, 199t»).
For example, a test may be developed that claims to do the same job as another test,
possibly in a faster manner. If this is proven to be true, the concurrent validity of the new
test is established. Predictive validity is the degree to which a test can predict how we'l an
individual will do in a future situation (Gay, 1996).
Reliability is the degree to which a test consistently measures what it is purported
to measure. The more reliable a test is, the better the chance that the same scores would
be obtained through more than one administration (Gay, 1996).
Tikofskv (1984) and Kertesz (1979) provided an overview of many of the
standardized tests used for the assessment of aphasia. These include: the Boston
Diagnostic Aphasia Examination (BDAE) (Goodglass & Kaplan, 1983), the Minnesota
Test for Differential Diagnosis of Aphasia (MTDDA) (Schuell, 1972), the Porch Index of
Communicative Ability 1P1CA) (Porch, 1971), and the Western Aphasia Battery (WAB)
(Kertesz, 1982). The WAB was chosen for this study in part due to the fact that it is
noted for its simple, quantifiable scoring system along with its relatively short
administration time (Crary & Roth, 1989). The WAB has been demonstrated as a valid
reliable test. Subtests of the WAB include: Spontaneous Speech, Auditory
Comprehension, Repetition, Naming, Reading and Writing, Praxis, and Construction.
When completed, the WAB yields both an Aphasia Quotient (AQ) and a total score. The
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AQ is a weighted composite of the four major test areas of the WAB. These four areas
arc: Spontaneous Speech, Auditory Comprehension, Repetition, and Naming. The
Spontaneous Speech subtest rates the fluency and information content speech in a
question and answer and picture description context (Shewan & Kevtesz, 1980). Auditory
Comprehension assesses the individual’s ability to understand yes-no questions, identify
objects/pictures, and execute increasingly complex commands (Shewan & Kertesz, 1980).
The Repetition Subtest requires the individual to repeat words, phrases, and sentences
(Shewan & Kertesz, 1980). The Naming Subtest contains tasks of object naming, word
fluency, sentence completion, and responsive speech (Shewan & Kertesz, 1980).

The

AQ is presented as an index of the severity of impairment experienced by the individual
with aphasia (Kertesz, 1982). The total score is simply the sum of scores from the seven
subtests of the WAB.
Functional communication can be defined as the ability to receive or to convey a
message, regardless of the mode of communication used, and to communicate eff

ly

and independently in a given natural environment (Elman & Ellis, 1995; Frattali et al.,
1995; Taylor, 1965). Elman et al. termed this definition of functional as the “action”
definition as opposed to the “task” definition which is concerned with treatment and the
tasks the individual views as important for their own ways of living. The action use of
functional emphasizes the importance of communicating the message via any means and
advances the discussion of compensatory strategies. Holland (1982) defined functional as
“getting messages across in a variety of ways ranging from fully-formed grammatical
sentences to appropriate gestures, rather than being limited to the use of grammatically
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correct utterances” (p. 50). The task usage of functional emphasizes the importance of
choosing relevant tasks for all clients and furthers the discussion of ways to individualize
the treatment (Elman et a!., 1995). When describing functional tasks, Smith (1985) said
they are “the activities viewed by the aphasic individual as important for their own way of
living. Therefore an assessment of each patient’s communicative needs is required” (p.
32). The use of the word functional in much of the literature is actually a combination of
both the task and action meanings.
The following is a definition of functional assessment as defined by ASHAs
advisory group in 1990 and provided by Frattali et al. (1995):
Functional assessment of communication assesses the extent of ability to
communicate with others in a variety of contexts, considering environmental
modifications, adaptive equipment, time required to communicate, and listener
familiarity with the client. Special accommodations of the communication partner
to either receive or enhance the reception of messages must be considered (p. 12).
Functional assessment evaluates communication as it occurs in the performance o f daily
life activities, despite noted speech, language, cognitive, or hearing impairment.
From a clinical perspective, assessment of functional communication is important
for several reasons. First, functional outcome data, obtained after the administration o f
instruments such as the Rehabilitation Institute o f Chicago Functional Assessment Scale
(Rehabilitation Institute of Chicago, 1992). are receiving unprecedented attention because
they are considered to be objective and to be useful in determining cost effectiveness o f
care. Outcome measures such as the Communicative Abilities in Daily Living (CADL)
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(Holland, 1980) are used to define admission and discharge criteria, set prospective
payment rates, and document the quality of care by federal regulations, accreditation
standards, payer guidelines, and research demonstration projects. A second reason is that
there may not be a one to one relationship between specific speech, language, cognitive,
or hearing impairments and functional ability to communicate. For example, an individual
classified as having severe aphasia through the use of an instrument as the WAB may be
able to communicate functionally in certain situations using a gestural communication
strategy (Frattali et al., 1995).
According to Frattali et al. (1995) the third reason for the evaluation of functional
communication relates to the efficacy of treatment. If functional communication is not
improved through treatment, treatment efficacy may be questioned. These three reasons
illustrate the importance of measures for evaluating functional communication and using
functional assessment as a supplement to traditional measures of communication.
Some researchers believe that the improvements gained through formal therapy
merely represent the anticipated spontaneous recovery (Benson, 1979). Davis (1983)
explained spontaneous recovery as inevitable recovery of communication that would occur
even without treatment of the language deficit. This recovery is generally thought to
occur for up to six months post onset. Some spontaneous recovery is expected whether
or not the individual with aphasia receives speech-language treatment. Reasons for
spontaneous recovery vary and include adjustments or changes in the brain as well as
modifications of cognitive functions underlying language. During the recovery period
after a cerebrovascular accident, the brain goes through changes that include diminished
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swelling and restitution of cerebral blood flow. Studies of spontaneous recovery are
difficult to come by because medical problems often prohibit thorough language testing
during the first month post onset and clinicians and physicians are reluctant to withhold
treatment after the first month (Davis, 1983). Studies by Culton (1969), Hartman (1981),
and Lendrem and Lincoln (1985) supported a period of spontaneous recovery of language
and intellectual functioning. Culton (1969) noted significant improvement within the first
month post onset. Significant improvement was not noted in the second month post
onset. This is incompatible with the widely held notion that spontaneous recovery of
language function occurs up to six months post onset. Hartman (1981) noted significant
improvement in the first month post onset. The Hartman study did not extend past the
first month post onset. Lendrem and Lincoln (1985) conducted a study with findings
supporting spontaneous recovery. The biggest change in language and cognitive
functioning took place within the first three months post onset, with spontaneous recovery
taking place through the ninth month post onset of stroke.
The issue of treatment efficacy for the individual with aphasia inspired many
studies that have yielded results in support of language treatment (Basso, Capitani, &
Vignolo, 1979; Poeck, Huber, &. Willmes, 1989; Shewan & Kertesz, 1984; Wertz,
Weiss, Aten, Brookshire, Garcia-Bunuel, Holland, Kurtzke, LaPointe, Milianti,
Brannegan, Greenbaum, Marshall, Vogel, Carter, Barnes, & Goodman, 1986). Basso et
a!. (1979) reported that formal language treatment in individuals with aphasia has a
positive effect on the improvement of the ability to communicate through speaking,
listening, writing, and reading, provided that it is maintained over at least six months and

with a frequency of no less than three individual sessions per week. Two factors are
reported to influence success of treatment: post onset time, and the overall severity of the
aphasia. The earlier post onset the treatment begins, the greater the success of treatment
(Basso et al., 1979). The less severe the aphasia, the higher the chance of successful
treatment (Basso et a!., 1979). Wertz et al. (1986) demonstrated a conflicting finding
relating to onset of treatment. According to that study, deferring treatment did not have
an impact on ultimate improvement when treatment was implemented. Poeck et al. (1989)
concluded that with intensive language treatment, the improvement of the individual with
aphasia exceeds what is expected to be regained through spontaneous recovery. Shewan
and Kertesz (1984) demonstrated that “comparisons of treated aphasic subjects with
untreated aphasic subjects revealed that treatment was a significant factor in the greater
recovery observed in the former group” (p. 291). In a study of 121 individuals with
aphasia, Wertz et al. (1986) varied time of treatment onset, treatment providers, and
treatment settings for three groups of individuals with aphasia. Wertz et al. (1986)
concluded that:
(1) aphasic patients make significant improvement in language during the first year
post onset, (2) treated patients improve more than untreated patients, (3) results of
home treatment do not differ from those of clinic treatment or deferred treatment,
and (4) delaying treatment has no apparent influence on ultimate improvement (p.
658).
The ASHA FACS is a functional communication measure for adults. Functional
Communication is measured across four quantitative domains using a seven point scale of
communication independence for the measurement of 43 items (Frattali et al., 1995).
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These four domains include: 1) Social Communication; 2) Communication of Basic
Needs; 3) Reading/Writing/Number Concepts; and 4) Daily Planning; and four qualitative
dimensions: 1) Adequacy, 2) Appropriateness, 3) Promptness, and 4) Communication
Sharing. The Adequacy dimension pertains to the frequency with which a client
understands the gist of a message and gets a point across (Frattali et al., 1995). The
Appropriateness dimension pertains to the frequency with which a client’s communication
is both relevent and done under the right circumstances (Frattali et ah, 1995). The
Promptness dimension concerns the frequency with which a client responds without delay
and in an efficient manner (Frattali et ah, 1995). Communication Sharing involves the
extent to which a client’s communication poses a burden to the communication partner,
either because the client talks excessively or not enough (Frattali et ah, 1995). According
to Frattali et ah, “The ASHA FACS is a measure of communication disability. It is a
measure of neither impairment nor handicap. It is a ‘generalist’ measure of
communication and does not possess exclusivity or capture the level of detail sought by
many specialists in the field for targeted populations with communication disorders” (p.
42). The ASHA FACS was intended then, to supplement more traditional diagnostic
measures that were designed to identify specific deficits.

CHAPTER TWO
METHODOLOGY
The purpose of this study was to determine the relationship between scores on the
WAB and ratings on the ASHA FACS for adults with aphasia. Subjects included 16
individuals with aphasia including seven adults with nonfluent aphasia and nine adults with
fluent aphasia. Each adult was administered the WAB and their Social Communication,
Communication of Basic Needs, Reading/Writing/Number Concepts, and Daily Planning
were rated by each subject’s speech-language pathologist on the ASHA FACS along the
seven point scale of communication independence. In some cases a limited amount of
information was also obtained from a subject’s family member.
Subjects
Subjects for this study included seven adults with nonfluent aphasia and nine
adults with fluent aphasia. These subjects were obtained from the Veteran’s
Administration Hospital in Fargo, North Dakota, Riverview Hospital in Crookston,
Minnesota, and from the University of North Dakota’s Speech, Language, and Hearing
Clinic in Grand Forks, North Dakota. Sixteen adults who had previously incurred a left
cerebrovascular accident were chosen for this study.
The data for seven males and nine females were used for this study. Their ages
ranged from 60 to 91 years with a mean of 78 .44 years.
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Post onset from date o f stroke
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to date of testing ranged from 0 to 119 months with a mean of 20.10 months. Level of
education ranged from 5 years to 16 years with a mean of 11.73 years. Fourteen subjects
were inpatients. Two patients were outpatients living at home independently with their
spouses. Subjects participating in this study varied widely in severity and type of aphasia.
This study did not exclude individuals with visual or hearing impairments. Table 1 shows
the personal information for the sixteen subjects including age, gender, months post onset,
and educational level in years.
Instruments
The subjects’ communication skills were assessed through the administration of the
WAB. a standardized aphasia test and the ASHA FACS, a functional communication
measure. The WAB assesses the linguistic competencies of verbal expression and auditory
comprehension through the subtests of Spontaneous Speech, Comprehension, Repetition,
and Naming subtests. An Aphasia Quotient was calculated from the Spontaneous
Speech, Comprehension, Repetition, and Naming subtest scores of the WAB.
The WAB is designed for both clinical and research purposes and is easily
administered to subjects. It may be completed by most adults with aphasia in one hour;
however it may be divided into two sessions for others (Shewan & Kertesz, 1980).
Standardization of the WAB was originally based on 150 adults with aphasia (ages 19-88)
and three groups of control subjects including: 1) normals-- twenty-one non-braindamaged, neurological patients with spinal cord disease (ages 31-71); 2) nondominants—
seventeen nondominant, hemispheric lesion patients (ages 42-80); and 3) mixed- twenty-
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Table 1
Subjects Age. Gender, Months Post-Onset (Mos. P.O.l and Education

SUBJECT

AGE

GENDER

MOS. P.O.

EDUCATION

1

60

M

1.5

13

2

81

M

0.0

16

3

78

M

25.0

Not Available

4

86

F

13.0

16

5

90

F

100.0

8

6

77

F

7.0

8

7

80

F

36.0

8

8

71

M

119.0

12

9

78

M

10.0

14

10

76

F

1.0

5

11

79

F

1.0

12

12

76

F

1.0

8

13

82

F

0.0

16

14

78

M

2.0

12

15

91

F

0.0

16

16

72

M

5.0

12

20.10

11.73

Mean

78.44

16
one diffusely braindamaged, subcortically damaged, or dominant hemisphere-damaged, but
without clinically evident aphasia (ages 16-75) (Shewan & Kertesz, 1980).
To be a useful research or clinical tool, a test must meet acceptable standards of
reliability. Test reliability can be viewed as the ability of a test to yield consistent results
from one set of measures to another (Shewan & Kertesz, 1980). Internal consistency is
one type of reliability that refers to whether the test items measure the test construct in the
same way throughout the test. It refers to the consistency of results obtained throughout
a single test administration (Shewan & Kertesz, 1980). According to a study by Shewan
and Kertesz (1980), the internal consistency of the WAB was measured using Cronbacif s
alpha statistic. The resulting coefficient of 0.905 indicated a high internal consistency.
The WAB consists of several subtests designed to yield a composite score. Bentler’s
coefficient theta was used to measure how well the composite score reflects each o f the
components of the WAB. Shewan and Kertesz obtained a coefficient of 0.974
demonstrating that the components of the WAB are highly internally consistent. Shewan
and Kertesz also demonstrated high intrajudge reliability and inteijudge reliability
coefficients above the 0.900 level suggesting that the WAB is consistently scored within
and across judges.
Validity is described as the ability of a test to actually measure what it purports to
measure. Shewan and Kertesz(1980) purport that the WAB satisfies subjective criteria
for content valid]

(whether the items in a test contribute to its subject matter) due to the

fact that it is a modification of the BDAE and many of the items are identical or similar to
the items on the BDAE . They also cite that the WAB assesses language content areas
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common to all aphasia batteries, another testimony to its content validity. Construct
validity (the degree to which a test Treasures the construct it purports to measure) o f the
WAB was assessed through a comparison with the Neurosensorv Center Comprehensive
Examination for Aphasia (NCCEA) (Spreen and Benton, 1977). A correlation of .970
was obtained for the sums of the subtests. This indicates a high degree of construct
validity when the WAB is matched with another aphasia test for content.
A comparison of scores on the WAB for the normals and the individuals with
aphasia revealed that the groups differed significantly. The WAB was found to have the
ability to differentiate between normal and aphasic performances (Shewan & Kertesz,
1980).
The design of the ASHA FACS was based on results of field tests, examiner
feedback, and peer review comments. The FACS measures disability, the effects of
specific impairments, on the performance of everyday life activities. The FACS ratings are
based on observations of the client by those who are familiar with the client. The
observation format was chosen over a direct test format that creates an artificial
environment v/hich would not be a measure of performance but of potential to perform
(Frattali et al. 1995). According to Frattali et al. (1995) if a client is able to perform but
ones not perform, that client is not functional.
Field testing of the FACS involved 130 adults with aphasia as a result of left
hemisphere cerebrovascular accident and 54 adults with traumatic brain injuries. During
field testing of the FACS , interratcr reliability was established for communication
independence scores and qualitative dimension scores (Frattali et al., 1995). interrater
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agreement for the overall communication independence scores was high with a correlation
of .950 with a mean overall agreement of 91 %. Intrarater reliability for overall
communication independence mean scores was .990.
To establish external validity the WAB AQ and the ASHA FACS overall scores
for 130 subjects with aphasia were compared and a correlation of .730 was found (Frattali
et a!., 1995).
Design
Standardized test scores for linguistic performance and functional assessment
scores for communication may be positively or negatively correlated or show no
relationship. This correlational study attempted to determine whether, and to what degree
a relationship exists between scores on the WAB and ratings on the FACS.
Procedure
Before administration of the WAB or the FACS, the researcher explained to the
subject and the family member the reasoning leading up to this research project, the design
of the research project, and the role they woulu play in the project. The subject and
family member were asked to sign a consent form allowing the researcher to obtain
necessary information about the subject and collect the required data.
Each subject participated in the administration o f the WAB at the hospital, clinic,
or their home and was rated on the ASHA FACS by their speech-language pathologist
within a two week period in 1997. Standardized procedures as indicated in the WAB test
manual were followed for test administration (Kertesz, 1982). Standardized procedures
were also followed for rating the ASHA FACS (Frattali et al., 1995). Administration o f

19
the WAB lasted from 1 to 2 hours (2-4 half hour sessions) depending on the subject.
Rating the FACS reportedly took each speech-language pathologists from 10 to 30
minutes total for each subject.
Data Analysis
The data for this study consisted of scores on the WAB and ratings on the FACS
for seven adults with nonfluent aphasia and nine adults with fluent aphasia. Scores on the
WAB were obtained for Spontaneous Speech, Comprehension, Repetition, and Naming
subtests for all sixteen subjects. An Aphasia Quotient (AQ) was calculated using these
subtest scores. Scores obtained for sixteen subjects from the rating of the FACS included
those for Social Communication, Communication of Basic Needs, ReadingAVncinjy
Number Concepts, and Daily Planning. The scores from these subtests were used to
obtain an Overall Communication Independence Mean Score (OCIMS).
The scores on the WAB and the ratings of the ASHA FACS were analyzed using
Pearson Product Moment Correlation analyses. Ten analyses of variance were performed
to determine if any significant differences existed between individuals with fluent aphasia
as compared to individuals with nonfluent aphasia for their subtest scores and AQ on the
WAB and the ratings as well as the OCIMS on the ASHA FACS.

CHAPTER THREE
RESULTS
The purpose of this study was to determine for adults with aphasia the relationship
between scores on the WAB and ratings on the ASHA FACS. The following research
question was asked: What is the relationship between scores for spontaneous speech,
comprehension, repetition, naming, and the aphasia quotient on the WAB and ratings on
the ASHA FACS for adults with aphasia?
The scores from the WAB and the FACS were tabulated and analyzed using the
Pearson Product Moment Correlation analyses.
Relationship between the WAB and the ASHA FACS
The research question asked what is the relationship between scores for
spontaneous speech, comprehension, repetition, naming, and the aphasia quotient on the
WAB and ratings on the ASHA FACS categories of social communication,
communication of basic needs, reading/writing/number concepts, and daily planning for
adults with aphasia?
Tables 2 and 3 present the raw data collected for sixteen subjects on the WAB.
The data in Table 2 represents scores for seven subjects with nonfluent aphasia. Table 3
is the data for nine subjects with fluent aphasia. The scores on the four subtests of
Spontaneous Speech, Auditory Comprehension, Naming, and Repetition are used to
20
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Table 2
WAB scores for Spontaneous Speech (SS). Auditory Comprehension (AC). Repetition
(REP). Naming (NM). and Aphasia Quotient (AO) for Seven Subjects with Nonfluent
Aphasia

SUBJECT

SS

AC

REP

NM

AQ

1

2

3.70

4.0

4.7

28.00

2

0

1.95

0.0

0.0

3.90

3

3

6.70

0.0

.2

19.80

4

0

4.30

.2

.8

10.60

5

10

10.00

8.6

8.8

74.80

6

12

7.45

0.0

7.0

52.90

7

14

4.40

5.4

7.3

62.20

Total

41

38.50

18.2

28.80

252.20

Mean

5.86

5.50

2.60

4.11

36.03

SD

5.97

2.71

3.46

3.74

27.32

calculate the composite score called the Aphasia Quotient (AQ). The Spontaneous
Speech subtest has a possible score of 20 points. Scores for the subjects with nonfluent
aphasia in this study ranged from 0 to 14 with a mean of 5.86 and a standard deviation of
5.97. For subjects with fluent aphasia, scores on the Spontaneous Speech subtest ranged
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Tabic 3
WAB scores for Spontaneous Speech (SS). Auditory Comprehension (ACT Repetition
(REP), Naming (NM). and Aphasia Quotient (AO) for Nine Subjects with Fluent Aphasia

SUBJECT

SS

AC

REP

NM

AQ

i

20

9.95

9.8

9.0

97.50

2

10

1.80

.3

0.0

24.20

3

0

1.65

0.0

0.0

3.30

4

20

10.00

9.8

10.0

99.60

5

17

9.40

8.9

8.8

88.. 3

6

13

5.30

7.6

5.8

63.40

7

11

5.56

6.0

6.0

57.12

8

18

9.80

9.6

8.0

90.80

9

10

3.95

2.0

5.6

43.10

Total

119

57.41

54.0

53.2

567.22

Mean

13.22

6.38

6.00

5.91

63.02

6.42

3.50

4.14

3.69

34.35

SO

from 0 to 20 with a mean of 13.22 and a standard deviation of 6.42. On the Auditory
Comprehension subtest, the highest possible score is 10 points. Subjects with nonfluent
aphasia scored within a range of 1.95 to 10 points with a mean of 5.50 and a standard

deviation of 2.71. Scores on the Auditory Comprehension subtest for adults with fluent
aphasia ranged from 1.65 to 10.00 with a mean of 6.38 and a standard deviation of 3.50.
Ten points arc possible on the Repetition subtest of the WAB. Subjects with nonfluent
aphasia participating in this study scored from 0 to 8.6 with a mean of 2.60 and a standard
deviation of 3.46 on the Repetition subtest. Subjects with fluent aphasia had scores
ranging from 0 to 9.8 with mean of 6.00 and a standard deviation of 4.14. A maximum
score of 10 is possible on the Naming subtest of the WAB. Scores for nonfluent subjects
ranged from 0 to 8.80 with a mean of 4.11 and a standard deviation of 3.74. Scores for
the subjects in this study with fluent aphasia ranged from 0 to 10.00 with a mean of 5.91
and a standard deviation of 3.69.
It appears that subjects in this study performed at the highest level on the Auditory
Comprehension subtest of the WAB. No subject obtained a score of 0 on the Auditory
Comprehension subtest. Five subjects had scores less than or equal to 3, and three
subjects scored 0 points on the Spontaneous Speech portion. Four subjects participating
in the current study received scores of 0 on the Repetition subtest of the WAB with seven
subjects earning a score less than or equal to 2. On the Naming portion of the WAB five
subject., earned scores less than or equal to .8 with three subjects scoring 0 points.
The AQ of the WAB is calculated by adding the scores from the Spontaneous
Speech subtest (possible 20 points). Auditory Comprehension subtest (possible 10 points),
Repetition subtest (possible 10 points), and Naming subtest (possible 10 points) and then
multiplying that total (possible 50 points) by 2. The resulting score is out of a possible
100. Kertesz (1979) explains the Aphasia Quotient as “a measure of language impairment
expressed as a percentage of normal” (p.339). Spontaneous Speech is worth 40% of the
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expressed as a percentage of norma!” (p.339). Spontaneous Speech is worth 40% of the
AQ while the Auditory Comprehension, Repetition, and Naming subtests are worth 20%
each for a total of 100%.
Subjects with nonfluent aphasia participating in this study had AQ scores ranging
from 3.90 to 74.80 with a mean of 36.03 and a standard deviation of 27.32. Four of the
seven subjects with nonfluent aphasia had scores less than or equal to 28.00. Subjects
with fluent aphasia had AQ’s ranging from 3.30 to 99.60 with a mean of 63.02 and a
standard deviation of 34.35. No subject had an AQ of 0 or a perfect AQ of 100.
Tables 4 and 5 present the raw data collected for sixteen subjects on the FACS.
Table 4 contains the scores for subjects with nonfluent aphasia while Table 5 presents the
data for subjects with fluent aphasia. The FACS assesses functional communication in 4
domains: Social Communication, Communication of Basic Needs,
ReadingAVriting/Number Concepts, and Daily Planning. The individual is given a rating
o f 1-7 on each item in each domain. The Social Communication domain contains 21
items. Communication of Basic Needs consists of seven items. Ten items make up the
Reading/Writing/Numbcr Concepts domain, while Daily Planning is made up of five items.
At the end of each domain, the total points are calculated and then divided by the number
of items rated. The result is the Domain Mean Score. The highest Domain Mean Score
possible in each dimension is 7.0 with the lowest score possible a 1.0.
In the present study, scores in the Social Communication domain for seven
subjects with nonfluent aphasia ranged from 2.1 to 6.1 with a mean of 3.9 and a standard
deviation of 1.40. For individuals with fluent aphasia, scores ranged from 1.1 to 6.9 with
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T a b ic 4

FACS Rating for Social Communication! SCT Communication of Basic Needs (CBN),
Reading/Writing/Number Concepts (RWN). Daily Planning (DP), and OCIMS for Seven
Subjects with Nonfluent Aphasia

SUBJECT

SC

CBN

RWN

DP

OCIMS

1

3.9

4.5

2.0

1.4

3.0

2

2.1

4.3

1.0

1.0

2.1

3

4.1

6.2

3.3

2.8

4.1

4

2.2

1.3

5.7

3.0

3.1

5

6.1

6.0

4.6

3.8

5.1

6

4.7

5.3

4.7

3.4

4.5

7

4.2

6.3

3.3

4.0

4.5

27.3

33.9

24.6

19.4

26.4

i ...

2.8

3.8

1.64

1.16

1.06

Total
Me ?in
SD

1.40

1.75

a mean of 4.9 and a standard deviation of 2.34. Subjects with nonfluent aphasia had
scores ranging from 1.3 to 6.3 on the Communication of Basic Needs domain of the
FACS with a mean of 4.8 and a standard deviation of 1.75. Subjects with fluent aphasia
had scores ranging from 2.5 to 7.0 with a mean of 5.8 and a standard deviation of 1.63.
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Table 5
FACS Rating for Social Communication(SC). Communication of Basic Needs (CBN),
Reading/Writing/Number Concepts (RWN). Daily Planning (DP), and OC1MS for Nine
Subjects with Fluent Aphasia

SUBJECT

SC

CBN

RWN

DP

OC1MS

1

6.8

7.0

6.6

6.8

6.8

n
Z

1.1

2.5

1.0

1.2

1.5

3

2.1

3.7

1.0

1.0

2.0

4

6.7

7.0

5.5

6.8

6.5

5

6.2

6.3

4.7

5.6

5.7

6

4.7

5.6

3.4

2.6

4.1

7

5.9

6.,

o.O

6.2

6.1

8

6.9

7.0

7.0

7.0

7.0

9

4.1

6.9

5.2

6.0

5.6

Total

44.5

52.1

40.4

43.2

45.3

Mean

4.9

5.8

4.5

4.8

5.0

2.14

1.63

2.24

2.48

2.05

SD

Reading/Writing/Number Concept scores on the FACS for the seven subjects with
nonfluent aphasia ranged from 1.0 to 5.7 with a mean of 3.5 and a standard deviation of
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1.64. For the nine subjects with fluent aphasia, scores ranged from ’ .0 to 6.6 with a mean
of 4.5 and a standard deviation of 2.24. Subjects with nonfluent aphasia in the current
study had scores ranging from 1.0 to 4.0 on the Daily Planning domain of the FAT'
a mean of 2.8 and a standard deviation of 1.16. For subjects with fit
the Daily Planning domain ranged from 1.0 to '

aphasia, scores on

.can o f 4.8 and a standard

deviation of 2.48. The Over all Communication Independence Mean Scores (OCIMS) for
the seven subjects with nonfluent aphasia ranged from 2.1 to 5.1 with a mean of 3.8 and a
standard deviation of 1.06. Individuals with fluent aphasia had OCIMS ranging from 1.5
to 7.0 with a mean of 5.0 and a standard deviation of 2.05.
It appears that subjects participating in this study obtained the highest level of
functional communication in the Communication of Basic Needs domain of the FACS.
No subject scored a 1.0 on this domain and the mean for Communication of Basic Needs
was the highest of the four domains (4.8 for nonfluent and 5.8 for fluent). Three subjects
had scores less than or equal to 3.7. No subject scored a 1.0 on the Social
Communication domain of the FACS. Five subjects had scores less than or equal to 3.9 in
Social Communication. Three subjects scored a 1.0 Domain Mean Score for the
ReadingAVriting/Number Concepts domain. Seven subjects had scores less than or equal
to 3.4 in this domain. In the Daily Planning domain, nine subjects had scores less than or
equal to 3.8 with two subjects scoring 1.0. Daily Planning was the lowest mean score for
subjects with nonfluent aphasia (2.8). The mean of scores for subjects with fluent aphasia
was the lowest for the Reading/Writing/Number Concepts domain (4.5).
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The 0C1MS is calculated by using a subjects’ four domain mean scores for the
Social Communication, Communication of Basic Needs, ReadingAVriting/Number
Concepts, and Daily Planning domains. These four domain mean scores are added
together and divided by the number of domains rated. The resulting number is the
OC1MS. For the sixteen subjects participating in this study, the lowest OC1MS was 1.5.
Five subjects had an OCIMS ofless than or equal to 3.1.
Table 6 presents the Pearson Product Moment Correlation Coefficients between
the scores on the subtests of the WAB and the ratings on the FACS for subjects with
nonfluent aphasia. Correlations ranged from .075 to .892. The lowest correlation,
(r=075, p>.05), was found between the Repetition subtest of the WAB and the
ReadingAVriting/Number Concepts domain on the FACS. The highest correlation,
(r=.892, p<.01), was found between the Social Communication domain on the FACS and
the AQ on the WAB. Out of 25 calculated correlations, five were significant at the .01
level. These five correlations are described below.
A strong relationship was found between the Spontaneous Speech subtest of the
WAB and the OCIMS on the FACS (r=.834, p<.01). The Spontaneous Speech subtest o f
the WAB requires an individual to answer basic questions such as “How are you today?”
and give a description of a picture. The WAB subtest for Auditory Comprehension was
strongly related to the FACS Social Communication (r=.871, p,.01) and OCIMS ratings
(r=.S76, p<.01). The Auditory Comprehension subtest requires the individual to answer
yes/no questions, point to objects or pictures when given a verbal request, and follow
sequential verbal commands. The AQ on the WAB was strongly related to the
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T a b le 6

Pearson Product Moment Correlation Coefficients Between Subtest Scores on the WAB
and Ratings on the ASHA FACS for Adults with Nonfluent Aphasia

WAB

ss

AC

REP

NM

AQ

.728'

.871"

.696'

.822'

.892"

CBN

.651

.453

.432

.504

.622

RWN

.315

.610

.075

.296

.363

.783'

.693'

.418

.622

.761'

.834"

,876"

.550

.755'

.887"

FACS

SC

DP
OCIMS

* p<.05
" p<.01

Communication Independence Score for Social Communication (r=.892, p<.01) as well as
the OC1MS (r=.887, p<.01).
The OC1MS on the FACS was strongly related to Spontaneous Speech (r=,834,
p<.01), Auditory Comprehension (r=.876, p<.01), and the AQ (r-.877, p<.01). The
Daily Planning domain of the FACS was found to have only weak relationships to the
WAB subtests. The Daily Planning domain requires the speech-language pathologist
(SLP) to rate the adult with aphasia on items such as “follows a map” and “dials telephone
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numbers.” Sociai Communication on the FACS was strongly related to Auditory
Comprehension (r=.871, p<.0!) and the AQ (r=.892, p<.01) on the WAB. Social
Communication contains items such as “participates in group conversation” and “refers to
familiar people by name.” The FACS domains of Reading/Writing/Number Concepts,
Daily Planning, and Communication of Basic Needs had only weak relationships with the
WAB subtests. The Reading/Writing/Number concepts domain consists of items such as
“writes messages” and “makes basic money transactions.” The SLP rates the individual on
the Communication of Basic Needs domain for items such as “requests help when
necessary” and “makes strong likes or dislikes known.” The Repetition subtest on the
WAB was not strongly related to any Communication Independence Scores or the
OCIMS on the FACS for individuals with nonfluent aphasia. The Repetition subtest
requires the individual to repeat simple and complex sentences.
Table 7 presents the Pearson Product Moment Correlation Coefficients between
the scores on the subtests of the WAB and ratings on the FACS for subjects with fluent
aphasia. Correlations ranged from .695 to .960. The lowest correlation, (r=.695, p<.05),
was found between the Spontaneous Speech subtest on the WAB and the Communication
of Basic Needs domain on the FACS. The highest correlation, (r=.960, p<.Q01), was
found between the Naming subtest on the WAB and tire Social Communication domain
on the FACS. The relationship between scores on the WAB and ratings on the FACS
was investigated for subjects with fluent aphasia. Out of 25 calculated correlations
fourteen were significant at the .01 level and eight were significant at the .001 level.
These correlations are discussed below.
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Table 7
Pearson Product Moment Correlation Coefficients Between Scores on the WAB and
Ratings on the ASHA FACS for Adults with Fluent Aphasia

WAB

ss

FACS

REP

NM

AQ

.938"’

.960*’*

.928’"

.771"

.919***

.807"

.874*’*

.821"

Tj*

•

oo

AC

.939*"

CBN

.695*

.803"

RWN

.747'

.778"

DP

.755"

.824"

.736*

.888’"

.818"

OCIMS

.773"

.866"

.823**

.931*"

.864**

be

CN
*

SC

p<.05
p<.01
’"p c .0 0 1

The Spontaneous Speech subtest scores on the WAB were strongly related to
Social Communication ratings on the FACS (r=.814. p<.01) as well as the Daily Planning
domain (r=755, p<.01) and the OC1MS (r=.773, p<.01). Auditory Comprehension on the
WAB was strongly related to all of the domain mean scores on the FACS : Social
Communication (r=.939, p<.001), Communication of Basic Needs (r=.S03, p<.01),
Reading/Writing/Number Concepts (r=.816, p<.01), Daily Planning (r=.824, p<.01), and
the OC'MS (r=.866, p<.01). Repetition had a strong relationship with the FACS ratings
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for Social Communication (r=.938, p<.001), Communication of Basic Needs (r=.771,
p<.Gl), Reading/Writing/Number Concepts (r=.778, p< .01) and the OCiMS (r=.823,
pc.01). The scores on the Naming subtest of the WAB were strongly related to all o f the
FACS category ratings: Social Communication (r=.960, p<.001), Communication o f
Basic Needs (r=.919, p<.001), Reading/Writing/Number Concepts (r=.874, p<.001), Daily
Planning (r=.888, p<.001), and the OCIMS (r=.931, pc.OQl). The AQ on the WAB was
also found to be strongly related to all o f the FACS categories: Social Communication
(r=.928, p<.001), Communication of Basic Needs (r=.807, p<.01), Reading/Writing/
Number concepts (r=.821, p<.01), Daily Planning (r=.818, p<.01), and the OCIMS
(r= 864, p<.01).
Ten one-way analyses of variance were performed to determine if significant
differences existed between the subjects with fluent aphasia as compared to the subjects
with nonfluent aphasia for their subtest and AQ scores on the WAB and ratings and
OCIMS on the ASHA FACS.
A significant difference [F (1, 14)=5.51, p=.034] was found between the groups
for scores on the spontaneous speech subtest of the WAB. No significant differences
were found between the two groups of adults with aphasia on any other subtest of the
WAB or domain of the FACS or any of their total scores.

CHAPTER FOUR
DISCUSSION
The purpose of the present study was to determine the relationship between scores
on the Western Aphasia Battery (WAB)and ratings on the American Speech-LanguageHearing Association Functional Assessment of Communication Skills (ASHA FACS) for
adults with aphasia. The scores for the WAB included those for the subtests of
Spontaneous Speech, Auditory Comprehension, Repetition, and Naming as well as the
overall Aphasia Quotient (AQ). Ratings from the FACS used in this study included the
Communication Independence scores for the following domains: Social Communication,
Communication of Basic Needs, Reading/Writing/Number Concepts, and Daily Planning
as well as the Overall Communication Independence Mean Score (OCIMS).
Subjects with Nonfluent Aphasia
The relationship between scores on the Spontaneous Speech, Auditory
Comprehension, Repetition, and Naming subtests as well as the AQ from the WAB and
Communication Independence scores for Social Communication, Communication o f Basic
Needs, Reading/Writing/Number Concepts, Daily Planning and the CCIMS was
investigated for adults with nonfluent aphasia. For nonfluent subjects, only five o f 25
calculated correlations were significant at the .01 level. These five correlations were
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above the .833 (p<,01 and accounted for at least 69% o f the variance in common between
sets of variables) level.
These correlations could indicate that these subtests from the WAB and the FACS
are assessing comparable domains of communication skills in these subjects with nonfiuent
aphasia.
Based on these findings, for individuals with nonfluent aphasia, not all WAB
subtests are overall good indicators of functional communication abilities as measured by
the FACS. Auditor^' Comprehension scores on the WAB seemed to be a good indication
of social communication abilities and be indicative of overall functional communication
abilities. A high score on the Auditory Comprehension snbtest was indicative o f a
potentially high score in the Social Communication domain of the FACS as well as a high
OCIMS. Spontaneous Speech scores on the WAB would seemed to be good indicators of
overall functional communication skills. The WAB AQ appears to be a strong indicator
of ability of a nonfluent aphasic to communicate socially. The AQ also appears to be a
good indicator of overall functional communication skills for individuals with nonfluent
aphasia.
On the FACS, if rated for an adult with nonfluent aphasia, two scores are
generated that are strongly related to language comprehension and production as
measured by the WAB.

The FACS domain of Social Communication is a good indicator

of Auditory Comprehension and overall language impairment as measured by the WAB.
The OCIMS generated after rating the FACS is a good indicator of language production
levels, measured by the Spontaneous Speech subtest on the WAB and language
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comprehension as measured by Auditory Comprehension on the WAB. The OCIMS is
also a good indicator of language impairment represented by the AQ.
Subjects with Fluent Aphasia
For adults with fluent aphasia, the WAB subtests of Spontaneous Speech.
Auditory Comprehension, Repetition, and Naming, as well as the AQ are apparently good
indicators of functional communication skills measured by the FACS. Auditory
Comprehension, Spontaneous Speech, Naming, Repetition, and the AQ had strong
relationships to and appear to be indicative of functional communication abilities in the
domains of Social Communication, Communication of Basic Needs,
Reading/Writing/Number Concepts, Daily Planning, and the OCIMS.
A high score on the Spontaneous Speech subtest of the WAB apparently would
suggest highly functional social communication, daily planning, and overall communication
abilities. The Auditory Comprehension, Repetition, Naming subtests as well as the AQ of
the WAB seemed to be good indicators of all functional communication skills as measured
by the FACS.
The FACS social communication domain is a good indicator of language
comprehension and production measured by the subtests of the WAB. A high social
communication domain score on the FACS is a strong indicator of proficient capabilities
in Spontaneous Speech, Repetition, Naming, and Auditory Comprehension as they are
measured on the WAB.
The FACS Communication of Basic Needs and Reading/Writing/Number Concept
domains appear to be good indicators of Auditory Comprehension,Repetition, and
Naming abilities as well as overall language impairment indicated by WAB subtest and
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overall scores. The Daily Planning domain is a strong indicator of Social Communication,
Auditory Comprehension, Naming, and overall language impairment as measured on the
WAB. The OCIMS generated by the FACS is indicative of the degree of language
impairment represented by the AQ on the WAB as well as Spontaneous Speech, Auditory
Comprehension, Repetition, and Naming abilities.
These correlations could indicate that there are subtests from the WAB and
domains of the FACS assessing comparable domains of communicative skills in these
subjects with fluent aphasia.
Adults with fluent aphasia consistently displayed numerically higher mean scores
for every subtest of the WAB as well as the AQ than individuals with nonfluent aphasia.
The subjects with fluent aphasia also consistently displayed numerically higher mean
communication independence scores than those subjects with nonfluent aphasia for every
domain of the FACS as well as the OCIMS. Subjects with fluent aphasia had more
significant relationships between scores on the WAB and ratings on the FACS than
subjects with nonfluent aphasia. For subjects with fluent aphasia, fourteen of the 25
calculated correlation coefficients were significant at the .01 level while eight were
significant at the .001 level. For subjects with nonfluent aphasia, seven of the 25
calculated correlation coefficients were significant at the .05 level while five were
significant at the .01 level. Overall, the subjects with fluent aphasia scored numerically
higher on the WAB and ASHA FACS and had more significant correlations between the
two tests than the subjects with nonfluent aphasia.

CHAPTER FIVE
SUMMARY AND CONCLUSIONS
The purpose of the present study was to determine the relationship between scores
on the Western Aphasia Battery (WAB)and ratings on the American Speecb-LanguageHearing Association Functional Assessment of Communication Skills (ASHA FACS) for
adults with aphasia. The scores for the WAB included those for the subtests of
Spontaneous Speech, Auditory Comprehension, Repetition, and Naming as well as the
Aphasia Quotient (AQ). Ratings from the FACS used in this study included the
Communication Independence scores for the categories of Social Communication,
Communication of Basic Needs, Reading/Writing/Number Concepts, and Daily Planning
as well as the Overall Communication Independence Mean Score (OCIMS).
Based on the results of this study, the following conclusions have been drawn:
•

Scores on the Spontaneous Speech subtest of the WAB for subjects
with nonfluent aphasia differ significantly from those scores for subjects
with fluent aphasia.

•

Adults with nonfluent aphasia and adults with fluent aphasia do not
display significantly different scores for any other subtest on the WAB
or domain on the FACS.
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•

Scores for individuals with nonfluent aphasia on the FACS domains of
Social Communication, Daily Planning and the Overall Communication
Independence Mean Score (OCIMS) are strong indicators o f language
comprehension and production as well as overall language impairment
as measured by the WAB on the subtests of Spontaneous Speech,
Auditory Comprehension, Repetition, Naming, and the AQ.

•

Scores for individuals with fluent aphasia on the FACS domains of
Social Communication, Communication of Basic Needs,
ReadingAVriting/Number Concepts, and Daily Planning as well as the
OCIMS are strong indicators o f language comprehension and
production as measured by the WAB on all subtests as well as the AQ.

•

The OCIMS score generated on the FACS is strongly related to and is
a good predictor of level of language impairment as measured by the
AQ on the WAB for both subject groups in this study.

Based on these findings, it was concluded that the ASHA FACS is an effective tool
for measuring the level of functional communication independence when it is used for
adults with aphasia and rated by a speech -language pathologist. The ASHA FACS
provides useful information about an individual’s functional communication in specific
contexts.
Although the FACS does not purport to measure language competencies in
individuals with aphasia, the findings of this study indicate that the FACS does, indeed
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assess some of those language competencies evaluated by the WAB and found to be
important to functional communication.
The following recommendations emanated from the present study:
*

Further studies should compare FACS scores when rated by a speechlanguage pathologist, a family member, and a nurse or other care
provider to determine the most reliable rater/raters and sources of
information.

® Due to the small number of subjects in the present study, the method
should be replicated and the data from this and future studies be pooled
for a larger sample of subjects.

APPENDIX A
SUBJECT CONSENT FORM
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APPENDIX A
CONSENT TO PARTICIPATE IN A STUDY OF
FUNCTIONAL COMMUNICATION
The purpose of this study is to determine the relationship between scores on a new
test of functional communication and scores on a well established test o f language ability
for adults with aphasia. This study proposes to help speech-language pathologists decide
if the new test of functional communication is something that would accurately assess an
individuals everyday communication abilities.
You are invited to participate in this study and help us to gain more information
about assessment tools. As a subject in this study you will be asked to answer some
questions verbally and in writing. Your speech-language pathologist will also rate your
abilities to communicate in various everyday situations.
All of the data collected including test scores, your age, gender, diagnosis,
severity, and date of onset will be held in the strictest of confidence and will be used solely
for the purpose of this study. All of the data will be stored in a locked filing cabinet in the
office of Dr. Wayne Swisher, Chairman of the Department of Communication Disorders
for two years, after which time it will be destroyed. You may have the data once the study
is completed if you wish. If the data are published you will be identified only by age,
gender, diagnosis, severity, date of onset of aphasia, and date of testing. Your name will
never appear in writing with the information collected. The benefit to you as an
individual is limited to the satisfaction you may gain from your participation in this
research study. If you choose to participate in this study, you may choose to withdraw at
any time without personal consequences.
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If you have any questions regarding the study or what we will be doing, I will be
happy to answer them for you at this time. 1 am a second year graduate student at the
University of North Dakota. If questions arise at a later time, you may call me at
(701 )777-9518 and I will be happy to answer them for you. My supervisor at UND is D
Wayne Swisher, he can be reached at (701)777-3232. You will be given a copy o f this
consent form for your own records that you may keep for future reference.
I have read all of the above and willingly agree to participate in this study
explained to me by Sarah Ranum-Ravuaas

Subject’s Signature

Date

Family Member/Legal Guardian

Date

Witness

Date

APPENDIX B
ASHA FACS RATING KEY FOR
SCALE OF COMMUNICATION INDEPENDENCE
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APPENDIX B
ASHA FACS RATING KJEY FOR
SCALE OF COMMUNICATION INDEPENDENCE
7

Does
The client performs the communication behavior, needing no assistance
and/or prompting.

6

Does with Minimal Assistance
The client performs the communication behavior, rarely needing assistance
and/or prompting.

5

Does with Minimal to Moderate Assistance
The client performs the communication behavior, occasionally needing
assistance and/or prompting.

4

Docs with Moderate Assistance
The client performs the communication behavior, often needing assistance
and/or prompting.

3

Does with Moderate to Maximal Assistance
The client performs the communication behavior, very frequently needing
assistance and/or prompting.

2

Does with Maximal Assistance
The client performs the communication behavior only with constant
assistance and/or prompting.
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1

Does Not
The client does not perform the communication behavior, even with
maximal assistance and/or prompting.

N

No Basis for Rating
Circumstances in which a behavior cannot be observed nor is information
available from other sources.
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